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ABSTRACT 

Introduction: Mesenteric pseudocyst is a term used to 
describe an abdominal cystic mass with an unknown 
abdominal origin. They are rare intra-abdominal masses, 
with a reported incidence of approximately 1 per 100,000 
to 250,000 hospital admissions. Most cysts are benign and 
they may present differently, such as a disappearing mass 
or a mass that changes locations, thus posing a diagnostic 
challenge to the clinician. 

Case Report: We describe a case of a 29-year-old woman 
who presented with a 2-year histoiy of feeling a large 
mass within her abdomen, which would then disappear 
for several days and would frequently change position 
and be felt in different quadrants of her abdomen. Com- 
puted tomography scan of the abdomen revealed a large 
cystic structure, and a computed tomography-guided bi- 
opsy was inconclusive. Diagnostic laparoscopic surgery 
revealed a firm mass arising from the jejunal mesentery; 
the patient underwent an en bloc resection. Histopatho- 
logic examination of the resected mass revealed a rare 
diagnosis of mesenteric pseudocyst. Mesenteric pseudo- 
cyst should be should be kept high on the list of differ- 
ential diagnoses when a patient presents with a disappear- 
ing mass and/or an abdominal mass that changes location. 
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INTRODUCTION 

Mesenteric pseudocysts are rare intra-abdominal masses, 
with a reported incidence of approximately 1 per 100,000 
to 250,000 hospital admissions. 1 ' 2 Mesenteric pseudocyst is 
a term used to describe an abdominal cystic mass without 
knowledge of its abdominal organ of origin. 3 It has been 
classified according to etiology, embryological origin, and 
histology. The term has also been used to describe lesions 
such as lymphangioma, pseudocyst, enteric duplication 
cyst, enteric cyst, and mesothelial cyst. 4 In adults, mesen- 
teric cysts occur primarily in the fourth decade of life, 5 and 
they occur with almost equal incidence in both genders. 1 - 6 

Most mesenteric cysts are benign, with a reported inci- 
dence of malignancy of approximately y/o. 1 Mesenteric or 
retroperitoneal cysts do not cause specific symptoms. 1 ' 7 
The occurrence of a patient's symptoms depends on the 
size of the lesion; smaller cysts often remain asymptom- 
atic. These lesions are often diagnosed incidentally during 
abdominal imaging for other medical reasons. Sometimes 
the patient can present with nonspecific complaints of 
abdominal pain, distension, discomfort, nausea, vomiting, 
flatulence, constipation, or diarrhea. 8 In rare cases, the 
cyst can rupture or become infected and may warrant 
immediate surgical intervention. 

Most often, the cysts are present in the small bowel mes- 
entery (50-80%), followed by the large bowel mesentery 
(15-30%), and in the retroperitoneal space (7-20%). 9 The 
cysts may develop when the mesenteric leaves fail to fuse, 
and they can also arise as a consequence of lymph node 
degeneration or malformation, as well as malposition or 
obstruction of the lymphatic vessels. 10 

The complete excision of the cyst is the preferred treat- 
ment of choice. The first description in the literature of a 
partial mesenteric cyst excision was by Tillaux in 1880 and 
Slocum. 11 Over the years, cyst excision was done by 
laparotomy, and Mackenzie et al reported the first lapa- 
roscopic excision in 1993 12 

We report an interesting case of a young woman who had 
been repeatedly evaluated for a palpable abdominal mass 
that would disappear and then reappear in different loca- 
tions within her abdomen. 
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Figure 1. A and B, Different views of the CT scan of the patient's 
abdomen, showing a large 6 X 5-cm cystic mass in the left 
abdomen (arrows). C, An axial view of the CT scan showing the 
cystic mass at the time of CT-guided biopsy in the lower abdo- 
men (arrow). 



CASE REPORT 

A 29-year-old woman presented with a 2-year history of 
feeling a large mass in her abdomen. The mass would 
disappear for several days and would frequently change 
position and could be felt in different quadrants of the 
abdomen. Except for vague abdominal discomfort, the 
patient denied any other symptoms. She had been evalu- 
ated by two physicians over time who could find nothing 
wrong because they were unable to palpate the mass and 
she was asymptomatic. 

Because the surgeon at our institution had a high degree 
of suspicion of an abdominal mass, a computed tomog- 
raphy (CT) scan of the abdomen was done and revealed a 
large 6 X 5-cm cystic mass in the left abdomen (Figure 1, 
A and B). At repeat examination, the mass was not pal- 
pable and a CT-guided biopsy of the mass was scheduled. 
The position of the mass at the time of the CT-guided 
biopsy was found to be in the lower mid-abdomen (Fig- 
ure 1C). Aspiration of the mass revealed thick yellowish 
material that could not be characterized. Blood sample 
results, including those for tumor markers CEA, CA 19-9, 
and CA 125, were within normal limits. 

Subsequently, the patient underwent a diagnostic laparos- 
copy, which revealed a large, smooth white-to-yellow rub- 
bery mass on the mesenteric side of the jejunum (Figure 2). 
Because the size of the mass required a larger incision to 
remove it, an 8-cm upper abdominal midline incision was 
made by increasing the supraumbilical port site incision. A 
small-sized Alexis wound retractor (Applied Medical, Ran- 




Figure 2. An image of the large smooth mass found on the 
mesenteric side of the jejunum. 



cho Santa Margarita, California) was inserted. The mesen- 
teric mass, along with the small bowel, was brought out 
through the incision site after grasping the mesentery 
close to the mass with laparoscopic guidance. An open en 
bloc resection of the mass along with the jejunal loop and 
the mesentery was performed, followed by a side-to- 
side functional end-to-end anastomosis of the jejunum 
using a GIA stapler through the Alexis port. Postoper- 
atively, the patient recovered well and was discharged 
home on the third postoperative day. On follow-up, she 
remains asymptomatic. 

On opening the mass, a unilocular cystlike structure was 
found that was filled with white-yellow pasty material 
surrounded by a thick fibrous capsule. Histopathologic 
examination of the excised mass revealed a benign fi- 
brous-walled mesenteric pseudocyst with no epithelial 
lining. Masson trichrome staining on the sections of the 
cystic wall showed that it was predominantly fibrous con- 
nective tissue and not smooth muscle, thus ruling out an 
intestinal duplication cyst. 

DISCUSSION 

Mesenteric cysts are rare intra-abdominal masses gener- 
ally omitted or briefly reported in textbooks. They have 
been detected in all age groups, with the highest inci- 
dence reported in the 40 to 70 years age-group. 13 Histo- 
pathologically, they are classified as: 

1. Cysts of lymphatic origin — lymphatic (hilar cyst) and 
lymphagiomas 
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2. Cysts of mesothelial origin — benign or malignant me- 
sothelial cysts 

3. Enteric cysts or enteric duplication cysts 

4. Cysts of urogenital origin 

5. Dermoid cysts 

6. Pseudocysts — traumatic or infectious etiology 14 

They may be localized throughout the mesentery from the 
duodenum to the rectum and may extend from the base 
of the mesentery into the retroperitoneum. They are 
found primarily in the ileum and the right colon mes- 
entery (>70%). 15 

Most cysts are asymptomatic and may be discovered inci- 
dentally during diagnostic imaging tests or surgery for 
other medical reasons. Abdominal symptoms caused by 
cysts, such as abdominal pain (55-82%), palpable abdom- 
inal lumps (44-61%), and abdominal distention (17— 
61%), may be observed. 16 Rarely, infection, hemorrhage, 
volvulus, perforation, or bowel obstruction may develop 
and present as an acute abdomen. 16 

Similarly, our patient presented with a palpable mass, but 
the characteristic feature was that the mass could not be 
palpable over long periods and would later reappear at a 
different location. Because the cyst was found to be lo- 
cated in the mesentery, the mobile jejunum resulted in the 
mass presenting at different locations. When the mass 
could not be palpated, it had moved down into the pelvis. 
This confusing presentation led to the delayed diagnosis 
and a lot of potentially avoidable workups and investiga- 
tions for the patient. 

Patients with suspicion of mesenteric cyst can undergo 
ultrasonography, computed tomography, or magnetic res- 
onance imaging. Ultrasonography can be useful because it 
may reveal details suggesting the character of the lesion. 
The occurrence of septa implies that the entity should be 
considered as a pseudocyst. Moreover, the existence of a 
thick-walled cyst merged with the muscle layer of the 
bowel may suggest enteric duplication. Internal echoes 
are present in mucous or infectious cysts. 17 Both ultra- 
sonography and CT scan can help determine the size and 
topography of the cystic lesion, as well as help to distin- 
guish the content as liquid or solid. Unfortunately, both 
methods can fail to find the location of the lesion's origin. 
In our case, a CT scan was done because the clinician was 
unsure of the diagnosis, and although CT did diagnose a 
cystic structure, it could not determine its origin and char- 
acter. 

Excision or enucleation is the procedure of choice in 
patients with a mesenteric cyst/pseudocyst and can 



sometimes require additional resection of neighboring 
organs. 17 Drainage or marsupialization is no longer 
advised because of the high rate of recurrence and 
infection. 18 Recent studies have shown that laparo- 
scopic surgery may be a good alternative to open sur- 
gery and can be the initial step in helping to diagnose 
the origin of the cyst. In our patient, we had to do an en 
bloc resection of the mass with the jejunal loop because 
resecting the mass alone would have resulted in a loss 
of blood supply to that particular segment of the jeju- 
num. 



CONCLUSION 

In evaluating a patient who presents with a disappearing 
mass and/or an abdominal mass that changes location, a 
mesenteric cyst/pseudocyst should be kept high on the 
list of differential diagnoses. A correct preoperative diag- 
nosis can help to obviate the patient's anxiety, avoid 
unnecessary further investigations, and help in formulat- 
ing a precise surgical intervention. 
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